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Introduction 
Behcet's disease ~is a rare multisystemic disease of 
unknown aetiology. In 1990 an international study 
group published a new set of diagnostic riteria, re- 
quiring the presence of oral ulceration plus any two 
of genital ulceration, typical defined eye lesions, typical 
defined skin lesions, or a positive pathergy test. 2 In 
addition, involvement of the central nervous system, 
gastrointestinal tract and vascular system has been 
reported. 3-5 In about 25% of patients with Behcet's 
disease deep venous thrombosis, and in about 7% 
arterial manifestations like thrombosis, arterio-arterial 
embolism or arterial aneurysms, will occur. 6'7 While 
venous manifestations are frequent and have been 
reported in many publications, arterial involvement is
unusual and reported cases are rare and often isolated. 
We present a case with Behget's disease and recurrent 
arterial aneurysms with a proposed new approach for 
surgical treatment. 
Case Report 
Fig. 1. Three-dimensional time-of-flight gradient-echo magnetic res- 
onance (MR) angiopathy of the pelvis and groin region disclosing 
a large aneurysm of the proximal portion of the right-sided deep 
femoral artery (arrows). 
A 23-year-old white, Central European male presented 
with an erythema nodosum. He was treated with 
oral antocoagulation because of recurrent deep venous 
thrombosis in both legs. There were no clotting or 
autoimmune disorders (plasma proteins, rheuma-fac- 
tors, C-reactive protein, ANA, anti-native DNS, anti- 
cardio-lipase AB, P-ANCA, C-ANCA were all within 
the normal range). Nine years later, the patient de- 
veloped a Horner's syndrome. A computed tomo- 
graphy (CT) scan showed a 5 cm wide aneurysm of 
the right internal carotid artery. The aneurysm was 
embolised by electrocoagulation and entrapment 
balloons, and no further neurological symptoms ap- 
peared. From the site of an arterial pressure monitoring 
(right radial artery) an arterial aneurysm developed 
and was treated surgically by autologous vein grafting. 
The autologous vein graft subsequently occluded but 
no further measures were taken. Five months after 
carotid artery embolisation, a false aneurysm appeared 
at the puncture site of the right groin, which was 
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Fig. 2. Implantation of a 6 mm PTFE graft (B) at the proximal deep femoral artery (A). The anastomosis were enveloped by a 8 mm PTFE 
graft (C). In addition, the second graft was glued (D). 
treated by another autologous vein grafting. Un- 
fortunately the aneurysm occluded 10 months later. A 
PTFE-patch was implanted and 2 weeks later haem- 
orrhage occurred from the wound and another false 
aneurysm was demonstrated by ultrasound. In all 
false aneurysms bacterial swaps were negative. The 
common femoral artery was subsequently replaced by 
an 8 mm PTFE interposition graft. Both anastomosis 
were enveloped by 10 mm PTFE segment. The deep 
femoral artery was blocked by balloon catheter. A 
thrombosed 1.4 cm aneurysm of the right popliteal 
artery that caused mild claudication was left untreated. 
Five months later, the patient developed a new an- 
eurysm at the proximal deep femoral artery (Fig. 1). 
A 6 mm PTFE graft was implanted and the anastomosis 
was enveloped by a 8 mm PTFE graft. In addition, the 
two grafts were glued (Fig. 2). Intraoperatively no 
abnormality was detected at the site of the 8 mm 
interpositon graft of the femoral artery with its en- 
veloped anastomosis. 
Discussion 
Initially Behcet's disease was considered to more com- 
mon in the Mediterranean, Middle Eastern, and Asian 
countries. In the recent years increasing cases have 
been published from all over the world, s-~l but the 
major series are still presented from the Middle East. 
Many diseases produce symptoms imilar to Behget's 
disease including Reiter's, Stevens-Johnson syndrome, 
and some manifestations of systemic lupus ery- 
thematosus, Crotm disease, ulcerative colitis, familial 
Mediterranean fever, and even ankylosing spon- 
dylitis. 1~ Ehrlich places Behcet's disease midway be- 
tween systemic lupus erythematosus and 
polyarteritis. 12In addition, Behcet's disease is often 
seen in young, male patients. 13'14 Behcet's disease as- 
sociated with large vascular lesions is called angio- 
Behcet's yndrome and is divided into 3 groups: (1) 
venous occlusion, (2) arterial occlusion and/or pulse- 
less symptoms and (3) aneurysm formation type. 15 
Angio-Behget's disease with arterial manifestation is
extremely rare and is seen in only about 7% of all 
Behcet's diseased patients. 6 Aneurysm formation in 
Behcet's disease is explained pathologically by rupture 
of internal and external elastic laminae with intimal 
thickening, degeneration of the media, and vasculitis 
of the vasa vasorum, with infiltration of perivascular 
lymphocytes. ~6'~7 In addition, Yamaha indicated that 
the aneurysm formation in angio-Behcet's i caused 
by the destruction of the intimal and outer side of the 
arterial wall by deposits of C3, C4 and immuno- 
globulins like IgA, IgG and IgM. *s 
Aneurysms have the danger of rupture, and from 
this standpoint resection is evidential. Autologous a- 
phenous vein patches or grafts are not the grafts of 
choice for econstruction of the resected aneurysm. 
Based on our experience we believe that reconstruction 
with a PTFE graft and an additional enveloping of the 
anastomosis with a larger PTFE graft is an appropriate 
therapy in such cases. 7'19 Additionally, the fixation of 
the enveloping raft should be performed by adhesive 
glue so that no additional stitches are necessary which 
would injure the diseased vessel wall further. Arterial 
punctures have to be avoided, and non-invasive tech- 
niques such as duplex sonography, CT or MRI should 
be performed instead. 
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